Joint hypermobility is a rarely recognised aetiology for focal or diffuse musculoskeletal symptoms. To assess the occurrence and importance of joint hypermobility in adult patients referred to a rheumatologist, we prospectively evaluated 130 consecutive new patients for joint hypermobility. Twenty women (15%) had joint hypermobility at three or more locations (¢5 points on a 9 point scale). Most patients with joint hypermobility had common musculoskeletal problems as the reason for referral. Two patients referredwith a diagnosis ofrheumatoid arthritis were correctly reassigned a diagnosis of hypermobility syndrome. Three patients with systemic lupus erythematosus had diffuse joint hypermobility. There was a statistically significant association between diffuse joint hypermobility and osteoarthritis. Most patients (65%) had first degree family members with a history of joint hypermobility. These results show that joint hypermobility is common, familial, found in association with common rheumatic disorders, and statistically associated with osteoarthritis. The findings support the hypothesis that joint hypermobility predisposes to musculoskeletal disorders, especially osteoarthritis.
A commonly unrecognised aetiology for focal or diffuse musculoskeletal problems is the hypermobility syndrome. ' The criteria used to make the diagnoses were 
Results
Joint hypermobility was found in 20 (15%) patients. Table 2 summarises the findings. The average age of the patients with joint hypermobility was 50 years (range 23-80), whereas patients without joint hypermobility had an average age of 52 years (range 18-83); (p>0.4). The patients with joint hypermobility had an average mobility score of 8 whereas patients without joint hypermobility had mobility scores of -2 (average 0-4; p<0 001). All patients with joint hypermobility were women whereas only 75% of the total number of referred patients were women. Most patients (65%) with joint hypermobility reported a family history of joint hypermobility in at least one first degree relative. Hypermobility of the trunk was found in the younger patients with joint hypermobility (average age 37 years) but was not found in older patients with joint hypermobility (average age 62 years) (p<0 005). Table 2 shows that patients who met the criteria for joint hypermobility had other features of joint laxity. Many patients had hypermobility of the fingers (50%), hips (35%), and ankles (50%). Eighty five per cent of the patients had flat feet and 35% had scoliosis. Mitral valve prolapse was found in nine (45%) patients. This was documented by echocardiography in five patients. Easy bruising (three patients), temporomandibular joint dysfunction (two patients), history of joint effusions (five patients), and recurrent sprains (three patients), were rare. Joint dislocations, loose skin, and hernias were not noted in any patient.
A primary diagnosis of hypermobility syndrome was made in two young women with joint mobility scores of 9, recurrent joint effusions, scoliosis, and mitral valve prolapse. The two patients were referred with a diagnosis of rheumatoid arthritis. One patient also had temporomandibular joint dysfunction and chronic low back pain from sacroiliac hypermobility that became symptomatic during her first pregnancy. Neither patient had eye, aortic, skin, or other skeletal abnormalities suggestive of Marfan or Ehlers-Danlos syndrome. Table 2 gives the primary diagnosis for the main symptom of each patient with joint hypermobility. Causes for the main symptom other than joint hypermobility were found in 18/20 patients. Osteoarthritis and fibromyalgia were commonly noted in the patients with joint hypermobility. When all diagnoses were taken into consideration, osteoarthritis was found in 12/20 (60%) patients with joint hypermobility. In contrast, 33/110 (30%) patients without joint hypermobility had osteoarthritis (X2=6 73; p<0-01). The age of the patients with osteoarthritis and joint hypermobility did not differ significantly from the age of the patients with osteoarthritis without joint hypermobility (60 and 66 years respectively; p>005). Fibromyalgia was common, but its occurrence did not differ significantly between the patients with (30%) and without joint hypermobility (38%) (p>0.05). No other musculoskeletal problem occurred more often in patients with joint hypermobility compared with patients without joint hypermobility.
Joint hypermobility was found in three patients with systemic lupus erythematosus (SLE) and one patient with incomplete lupus erythematosus. A patient with rheumatoid arthritis had a joint mobility score of 5. This patient had a history of hypermobility of the hands and wrists before the onset of rheumatoid 
Discussion
The evaluation of 130 consecutive adults referred to a rheumatologist for musculoskeletal problems showed that joint hypermobility was common, familial, found in association with musculoskeletal disorders, and statistically associated with osteoarthritis. Previous studies of joint mobility have shown that mobility decreases with age with a normal score in the adult of 0-2.' 8 17 Joint mobility scores of -5 were found in less than 2% of randomly selected adults.8 Other studies performed in selected populations (musicians and gymnasts) showed joint hypermobility to be more common, but unfortunately details of age relationships were not given. '7 18 In this study, joint hypermobility was fairly common (15%) and the patients had a mean age of 50 years. The patients did not have common occupations, hobbies, or skills. These comparisons suggest that joint hypermobility in patients with musculoskeletal problems severe enough to be referred to a rheumatologist is more common than in the general population. Optimally, an age matched control population should be evaluated for comparison. Grahame 
